
Medicaid 

A .  


2.a. Outpatient hospital services. 


Provided: /7No limitations limitations.With 


b. 	 Rural health clinic services and other ambulatory services furnished 

by a rural health clinic (which are otherwise included in the State 

Plan). 


4 -
Provided: K N o  l i d a t i o n s  -/ /With limitations+ --/ Not provided./ 

C .  	 Federally qualified health center (FQHC) services and other 
ambulatory services that are covered under the plan and furnishedby 

an FQHC in accordance with section 4231 of the State Manual 

(HCFA-Pub. 45-4).
-
Provided: r /  No limitations m i t h  limitations+ 

3 .  Other laboratory andx-ray services. 

** 	 L i m i t a t i o n si nt h e  S ta te  Plan may beexceededwi thp r io rapprova l  by t h e  
Off iceofMedicalServicesbased on m e d i c a ln e c e s s i t y .  

'Description provided on attachment. 
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10/01/92 Date  Supersedes  

amount ELIRATION ANDSCOPE OF MEDICAL AND REMEDIAL CARE AND S E R V I C E S  PROVIDED 

T i  t i e  X I X  - NHc\#, , lq/ Attachment 3.1 - A  

‘ 5  (7 Page l - a  

1 .  I n p a t i e n tH o s p i t a lS e r v i c e s  

Payment f o r  i n p a t i e n t  h o s p i t a l  s e r v i c e s  i s  1 i m i t e d  t o  medical l y  necessary 
dayson1 y. Med ica ll ynecessarydaysaredaysofs tayapproved by t h e  S t a t e  
agency r e s p o n s i b l e  f o r  u t i 1i z a t i o nr e v i e w  or i t s  designee,i.e. t h e  
Pro fess iona lS tandardsRev iewOrgan iza t ion  (PSRO) w h i c he v a l u a t e st h e  
qua li t y ,necess i tyandappropr ia teness  of ca reandrendersleng tho fs tay  
de termi  na t ions .  

A I  I accommodationsandanci 1 I a r y  s e r v i c e s  a r e  p a i d  fo r  each approved 
med ica l l ynecessa ry  day. The day(s) of d ischarge do n o tc o u n tt o w a r dt h e  
I imit. No payment i s  made fo r  days of s taybeyondthede te rm ina t ion  of 
medica l  necess i  t y .  

Coverage of o r g a n  t r a n s p l a n t a t i o n  i s  I im i tedasperA t tachmen t  3.1-E. 

2 .O u t p a t i e n th o s p i t a lS e r v i c e s  

a. 	 Payment f o r  o u t p a t i e n t  h o s p i t a l  s e r v i c e s  i s  I i m i t e d  t o  t w e l v e( 1 2 )  
v i s i t s  p e rr e c i p i e n tp e rf i s c a ly e a r .  

c. 	 Payment f o r  f e d e r a l  l y  q u a l  l f i e d  h e a l t h  c e n t e r  s e r v i c e s  i s  I i m i t e d  t o  
fede ra lrequ i remen ts .  

3. Other I abora toryand X-Ray Serv i ces  

Payment i s  I i m i t e d  t o  f i f t e e n  ( 1 5 )  d iagnos t icx - rayproceduresper  
r e c i p i e n tp e rf i s c a ly e a r .T h i s  I imit inc ludesx- rayprocedures  when 
performedby a p h y s i c i a n  or anindependentlaboratory .  

TN NO. 92-1 5 
Effect ive Date Approval  
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OMB NO: 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO the categorically NEEDY 

4.a. 

4.b. 


4 . c .  

5.a. 


b. 


6. 


a. 

Nursing facility services  (other than services  in an institution for 
mental diseases for individual8 21 years of age or older. 

Ear ly  and per iod ic  screen ing  diagnostic and treatment services for 
individual8 under 21 yeare of age, and treatment of condit ione found.' 

Family planning services and supplies for individuals  of child-bearing 
age. 

Provided: 
I_ No l i m i t a t i o n s  With limitations* 

physicians’ services whether furnished in the  office, the  p a t i e n t ’ s  
home, a hospital a nursing facility or elsewhere. 

Medical and surgical services furnished by a dentist ( i n  accordance 
with sec t ion  1905(a)(5)(B) of the  Act) .  

Provided: N o  limitations With limitations*-
Medical care and any other type of remedial care recognized under 
s t a t e  l a w ,  furnished by l iceneed pract i t ioners  within  the  scope of 
the ir  pract ice  ae  def ined by State law. 

podia tr i s t s ’  services 

Provided: - NO limitations With limitations* 

+. description provided on attachment. 

.<.. , :  
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. AMOUNT, DURATIONAND SCOPE of medical 
AND REHEDIAL CARE AND SERVICES PROVIDEDTO THE categorically NEEDY 


12. 	 Prescribed drugs, dentures, and prosthetic devices; and eyeglasses 

prescribed by a physician skilledin diseases of the eye or by an 

optometrist. 


a. Prescribed drugs. 

- ­

/ x/ Provided: r /  Nolimitations ­- limitations* /x/ With -
L/ Not provided. 

b. Den tures. 
- ­- Provided: r /  No limitations -/r 'With limitations* 
-

/ x /  Not provided. 

* 
C. Prosthetic devices. 

- ­

/ x/ Provided: rT No limitations-	 limitations* &/ With -
/-/ Not provided. 

d. Eyeglasses. 

- ­-/ x/ Provided: L/ No limitations &T Ui th limitations* 
--/ Not provided./ 

13. 	 Other diagnostic', screening, preventive, and rehabilitative services, 

i.e., other than those provided elsewhere
in the plan. 


a. Diagnostic services 

--/ x/ Provided: /r lo limitations ­/x/ With limitations* 
--/ lot provided./ 

*Description provided on attachment. 


-TN lo. Hb 2b 
SupersedesDate DateApproval 7/3/-y6 Effective #-/-yL -
TN lo. PCO-11 
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AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE SERVICES PROVIDED 

T i t l e  X I X  - NH 
Attachment 3 . l - A  
Page5a 

12a. P resc r ibedDrugs  

A c o - p a y m e n to ff i f t yc e n t s( $ 0 . 5 0 )t ot h e  pharmacy by t h e  r e c i p i e n t  i s  
r e q u i r e d  f o r  e a c hc o v e r e dp r e s c r i p t i o n  a n d  r e f  111 o f  a gener ic,branded 
gener ic ,ors ing le-sourcepharmaceut ica lproductd ispensed.  

A co-paymento f  one d o l l a r  ($1.00) t o  t h e  pharmacy by t h e  r e c i p i e n t  I s  
r e q u i r e d  f o r  each c o v e r e dp r e s c r i p t i o n  and r e f i l l  o f  a compounded p roduc t  
o r  a b rand  name p r e p a r a t i o no f  a mu l t i -sourcepharmaceut ica lp roduc t  
dispensed. 

c o - p a y m e n t sa r en o tr e q u i r e df o rt h ef o l l o w i n g :  

1. f a m i l yp l a n n i n gp r o d u c t s  
2. emergency s e r v i c e s  
3. i n d i v i d u a l su n d e ra g e  18 
4. s e r v i c e st op r e g n a n t  women f o r  such s e r v i c e st h a t  r e l a t et op r e g n a n c yo r  

t o  any o w c o n d i t i o nw h i c h  may compl ica tethepregnancy  
5 .  c a t e g o r i c a l l yo rm e d i c a l l y  needy i n d i v i d u a l s  who a r e  i n s t i t u t i o n a l i z e d  

a n dr e q u i r e dt os p e n da l lt h e i ri n c o m ef o rm e d i c a le x p e n s e se x c e p tf o r  a 
personal needs a11ow ance 

6. 	 s e r v i c e s  f u r n i s h e d  t o  HMO e n r o l  1ees by a hea l th  ma in tenance  o rgan iza t i on  
as d e f i n e di nS e c t i o n  1903(m) i n  wh ichtheyareenro l led .S ince  
p r e s c r i p t i o nd r u g sa r en o td i s p e n s e d  by t h e  one e x i s t i n g  HMO p rov ide r ,  
t heco -paymen texempt ionfo r  HMO e n r o l l e e s  f o r  p r e s c r i p t i o n  d r u g s  i s  n o t  
a p p li c a b l ea tt h i st i m e .  IfHMO s e r v i c e sa r e  expanded t o  i n c l u d e  
prescr ip t iondrugs ,theco-paymentexempt ion  will apply .  

Maintenancemedicat ion,which i s  d e f i n e d  as l egend  or  non- legendmed ica t i on  
t o  be u s e d  c o n t i n u o u s l y  f o r  34 days o r  more, i s  1 i m i t e d  t o  a 34-daysupply 
o r  100 dosageuni ts ,whichever  i sg r e a t e r .  

TN no. 90-22 
Supersedes ApprovalDate 3&9/ E f f e c t i v e  D a t e  11/30/90 
TN NO. 87-8 



AMOUNT, DURATION AND CARE SERVICES PROVIDED 

Title XIX - N H  
Attachment 3.1-A 
Page 5-b 

1 2 ~ .ProstheticDevices 

Prior authorization is required for the purchase of hearing aids and ear molds. A written request, 
supported by a physician's statement of medical necessity, must be submitted to the Medicaid 
Administration Bureau for hearing aids and ear molds. 

12d.Eyeglasses 

Payment for eyeglasses is limited to the following: 

-	 one (1) pair of single vision glasses with lenses, provided that the refractive error is at least plus or 
minus S O  diopter according to the type of refractive error,in each eye. 

- one (1) repair of glasses every 12 months, including replacement of the broken component(s) only. 

- replacement of lenses or lenses and frames only when refractive error changes .50 diopter or more in 
t


both eyes. 

-	 contact lenses, trifocal lenses, and occular prostheses under certain conditions and with prior 
authorization. 
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10.: 0938-0193 


.. 
M O U N T ,  DURATION and SCOPE OF medical 

REHEDIAL care and SERVICES PROVIDEDTO the categorically needy 

b. Screening services. 


/ x /  /x/ with limitations*
- Provided: LT Po limitations ­
-
-/ lot provided./ 

C. Preventive services. 
-
/ x / /x/ With limitations*- Provided: L/ Yo limitations ­
--/ Pot provided./ 

d. Rehabilitative services. 


/x/ 
- Provided: /r lo limitations -/x/ With limitations* 

-/ lot provided./ 
t 


14. 	 Services for individualsage 6 5  o r  older in institutions for mental 
diseases. 

a <  Inpatient hospital services. 

--	 limitations* &T With/ X / Provided: LT lo limitations 

-/yNot provided. 

b. Skilled nursing facility services. 


-/yProvided: LT Po limitations 
--/ X  / Mot provided. 

C. Intermediate care facilityservices. 
-- Provided: r /  lo limitations/x/
-

/-/ lot provided. 

*Description provided on attachment. 

-

-/T With limitations* 

-/x? With limitations* 

TN M6. 2b 
Date DateSupersedes  Approval ,7-<3/-YLEffective L/(-/-xd

TN-lo. 84- 7 
HCFA ID: 0069P/0002P 




AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE SERVICES PROVIDED 

13 a. b. c. d. Other Diagnostic,Screening,Preventive and RehabilitativeServices 

These services are generally covered under other types of services described elsewhere in this plan. 

Additional Diagnostic, Screening, Preventive and Rehabilitative Services reimbursed by Medicaid include: 

-	 those provided for eligible adults and children within screening programs such as Head Start, the Public School 
systems, and medical and dental screening programs conducted as part of approved and organized day care 
programs. 

-	 those provided under written agreement for eligible children by the various clinics conducted by the Title V agencies 
in the Division of Public Health. 

Mental Health Services (Division of Behavioral Health) are covered asfollows: 

The limit for all community mental health services shall be$1,800 (Medicaid reimbursement) per recipient per state 
fiscal year. Medicaid recipients shall qualify to exceed the $1,800 limit if the community mental health program 
certifies that the recipient meets the criteria for one of the Division of Behavioral Health(DBH) eligibility categories. 

individual community mental health service limits shall also apply. 

Any  such services provided by an out-of-state provider require prior authorization forreimbursement. 

Other Preventive and Rehabilitative Services covered include: 

-	 those provided in a facility specifically designated for intensive inpatient rehabilitation services such as the crotched 
Mountain Rehabilitation Center or one of such facilities in Massachusetts. Prior Authorization is required. 

-	 adult medical day care services provided in a licensed facility. Payment for adult medical day care services is made 
only when the recipient is determined to be medically frail and/or elderlyby a physician and is not residingin an 
institution Recipients must attend adult medical day care for a minimum of two days per week, five hours per day. 
prior authorization is required for this service. 

-	 early intervention services include client centered family training and counseling, developmental training, speech 
therapy, occupational therapy, and physical therapy. Specifically excluded from coverage are direct child day care, 
case management and child transportation; the latter two being Medicaid covered services already. 

* EffectiveDate I / l/98ApprovalDate A 



Date: 

Preventive s e n  ices provided by a registered nurse (RN)  to a newborn and his/her mother at 
their home to include a physical assessment, preventive health education. and assistance with 
connecting b i t 1 1  a primary health care provider and the State EPSDT program. 

Medicaid services provided i n  a licensed supported residential health care facility (private 
non-medical institution) must have prior authorization by the Office of Medical Services. 

A private non-medical institution for children is a residential child care facility. Covered 
services must be prior authorized by the Division for Children, Youth and Families. 

Therapeutic foster care mustbe prior authorized by the Division for Children. Youth and 
Families. Covered services are client centered family mental health counseling, individual 
counseling, crisis intervention and stabilization and medical care coordination. Services are 
not subject to the 12 visit per recipient per state fiscal year limit for psychotherapy services. 

Intensive Day Therapy is covered when prior authorized by the Division of Human Services. 
Intensive Day Therapy is a package of services which can include case management, 
occupational therapy, physical therapy, speech therapy. and nursing services. Prior 
authorization is for a two (2) month period with a limit of six ( 6 )months total. Recipient 
must generally receive a minimum offour (4) hours of service for five ( 5 )  days of each 
week. 

F 

Intensive Day Programming is covered when prior authorized by the Division for Children, 
Youth and Families. Based on a clinical assessment, each child receives an individually 
designed program of individual, group, and/or family systemtherap! and counseling. 
Services are not subject to the 12 visit per recipient per state fiscal ?.ear limit for 
psychotherapy services. 

Crisis Intervention is covered when pre-approved by the Division for Children, Youth and 
Families. Covered services include therapeutic and intensive counseling, and are generally 
limited to a six week period. This service is available 24 hours per day, seven days per 
week. Services are not subject to the 12 visit per recipient per state fiscal year limit for 
psychotherapy services. 

Child Health Support Services are covered when pre-approved by the Division for Children, 
Youth and Families. Covered services for foster children are provided by RN's and include 
a brief health screening at the time of the child's placement, referrals for comprehensive 
health and development assessments, health planning conferences, and follow-up care. 
Covered services for children in their own homes include an initial health assessment/health 
education, support counseling, and behavioral health management. Supervision of the 
services for children in their own homes is provided by a RN or licensed practical nurse 
(LPN). Supervision of the services for children in their own homes may be provided by a 
Master's level social worker, mental health worker or counselor when the services are 
support counseling and/or behavioral health management. Services provided to children in 
their own homes are usually limited to three (3) months. 

Home Based Therapy Services are covered when pre-approved by the Division for Children, 
Youth and Families. Covered services include psychotherapy and mental health counseling 
and therapy. Services are not subject to the 12 visit per recipient per state fiscal year limit 

s e n'Ices.for psychotherapy ' 

TN No: 97-07 
Effective 	 Supersedes April 1. 1997 

TN No: 97-06 



Title XIX - NH 
Attachment 3.1 -A 

Page 6-c 

AMOUNT, DURATION AND SCOPEOF MEDICAL AND REMEDIAL CARE AND SERVICES PROVIDED 

Psychotherapy services providedby a clinical social worker, mental health counselor, marriage 
and family therapist,or other practitioner, who is certified by the NH Board of Examiners of 
Psychology and Mental Health Practice, and whois not on the staff of a community mental 
health center, are covered up to twelve(12) psychotherapy visits per recipient per state fiscal 
year--such visits to be counted toward the twelve(12) visit psychotherapy cap for all non­
physician practitioners. The above providers mustfollow a treatment plan prescribed by a 
licensed practitioner whois licensed to provide psychotherapy services. 

14a. Prior authorization is required before any payment is made for such services rendered out-of­
state. No payment will be made for out-of-state carein an IMD if it is determined that the same 
care could have been provided in-state. 

14c. Payment for intermediate care services in institutions for mental disease is available to 
categorically and medically needy recipientsin need of such care. Paymentfor intermediate 
care services in institutions for mental disease must be prior authorized for a specified period

t 


of time based on the amount and length of care recommended by the recipient’s physician. 
Determination of need for, and authorization of payment for, intermediate care servicesin 
institutions for mental disease is made by the Office of Long Term Care. 

TN NO: 97-9 Approval Date: Effective Date: 7/1/97 

Supersedes 

TN NO: 96-17 



